Background: This comparative study is intended to provide a better understanding of how health promotion services are organized in school settings in Europe and to show how health professionals involved outside or within the school setting help to improve young people's health. Methods: This study was based on an analysis of school health policies and the organization of school health services, where these existed, as well as on interviews with health and education professionals. The countries concerned were Belgium (French-speaking community), Denmark, France, Spain (Catalonia), Switzerland (Jura), Poland and Portugal. Results: Although the provision of health services for children and adolescents varied considerably, the health services available were very similar in each of the countries. The emphasis put on particular aspects of these services varied depending on the political and institutional culture in each country. Three different types of school health service provision were identified: community-based, school-based or health needs-focused. Conclusion: All countries had health education and health promotion services but the provision of these services varied considerably from country to country. They were provided either by a specific category of professionals (health personnel or teachers) or considered to be the responsibility of the educational community as a whole.
Introduction
A rticle 168 of the Treaty of Lisbon says that 'a high level of human health protection shall be ensured in the definition and implementation of all Union policies and activities'. 1 The White Paper 'Together for Health: A strategic approach for the EU 2008-2013' states that 'health is central in people's lives and needs to be supported by effective policies and actions'. 2 In this context, many European Union (EU) countries are striving to offer a high level of service while striking a balance between viability and cost. [3] [4] [5] These strategies affect school health promotion (HP) [6] [7] [8] [9] [10] [11] [12] [13] since schools are recognized as settings that can make a significant contribution to pupils' health and well-being. 14 Various approaches have been adopted to improve HP in school settings, centred, for example, on the curriculum and teaching, on the organization of school healthcare or on setting up services such as school welfare services, or external links with local health services and health professionals. 15 The literature suggests that health services can be successfully involved in HP programmes if they are associated with the school programme as a whole and if the work of the healthcare practitioners is complementary to that of other school professionals. 16 This study is intended to provide a better understanding on how HP services are organized in school settings and to show how health professionals involved outside or within the school setting help to improve young people's health by comparing practices in seven EU countries. Providing national educational and healthcare system authorities with an analysis of the various types of strategy applied in other EU countries may help them to move forward. How do health professionals (doctors and nurses) work with schools or within school settings? What are their missions? What services are provided for pupils?
This study focused on seven countries: Belgium, Denmark, France, Poland, Portugal, Spain and Switzerland. Although a comparative study does not aim to reveal the 'best organization', the answers to these various questions may provide useful information for discussion and provide the countries in question-as well as others-with an overview of the various organizational strategies.
This study used the theoretical framework defined by R.S. Downie, C. Tanahill and A. Tanahill, 17 which considers health promotion to be the convergence of prevention, health education and health protection.
Methods
This qualitative comparative study focused on public policies and was based on a multimethod design. It was based on a literature search of school health policies and organization of school health services (where these existed) and on interviews with health and education system professionals. An interview strategy was adopted in addition to the literature search in order to provide complementary data, using a concurrent nested design. 18 In this design, one data set (resulting from the interviews) is used to provide a supportive, secondary role in a study that is based primarily on another data set (resulting from the review of the literature).
Numerous studies have demonstrated the relevance of comparative studies on condition that they are organized according to scientific criteria rather than on a subjective basis. Care must also be taken to avoid 'false comparisons', such as juxtaposing treatises without attempting an in-depth synthesis. 19 According to Vigour, 19 a comparison should reveal similarities at the same time as making a distinction with respect to a given criterion. A comparison provides an objective point of view, a greater knowledge, a classification of certain phenomena and sometimes attempts to generalize. However, to achieve these aims, it is first necessary to break away from conventional thought patterns and distance oneself from preconceived ideas and ideas that are founded in one's own culture. 19 The comparative analysis in this study is based on the method proposed by Vigour, with seven steps from data collection to data analysis: (i) identification of the pertinence of a comparison and definition of the objectives of the comparison, (ii) construction of the research object (concept definition and clarification of research questions), (iii) definition of the comparison units (definition of the type of comparison (temporal and spatial), number of case studies), (iv) choice of the best methodology and identification of data sources, (v) organization of data collection, (vi) data analysis with tables for summarizing and comparing the results and (vii) presentation of conclusions avoiding juxtaposing treatises.
Data collection and analysis
Information was gathered between January and June 2006. The study does not take into account any policy changes that may have occurred since.
The data collected was organized into three main themes: (i) general country description, (ii) healthcare and school system organization and role of health professionals (national, regional and/or local health policy) and (iii) the views of the people involved concerning the integration of health issues in school settings. The first two themes were studied in the review of the literature and data for the third theme was collected through interviews. The literature search was based on two approaches: (i) a country by country Internet search, (ii) contact with a local player able to identify key documents and to make them available if they could not be found on Internet. The main languages used for studying these documents were French, Spanish and English. A semistructured questionnaire was drawn up especially for this study and validated by the authors so that it could be used in different organizational and cultural contexts. Five telephone interviews were carried out in each country. Interviewees were representatives of the education and/or healthcare system, school health representatives, youth health specialists or public health specialists. The interviews are not representative and were mainly intended to reveal discrepancies between policies and their application in the field. The interviews were recorded and transcribed by two public health students. The review of the literature concerned mainly policy documents and an analysis of these policies and other publications describing the themes concerned. Only the results concerning the organization and role of health professionals in school settings are presented in this article.
The countries were selected on the basis of two main criteria: the diversity of school health provision systems and the linguistic accessibility of the information. For some countries, the analysis was restricted to particular regions, depending on the political structure. The countries studied were:
Belgium (B), French-speaking region Denmark (Dk), France (F), Spain (E), Catalonian region Switzerland (Ch), Jura region Poland (Pl) and Portugal (Pt).
Country abbreviations are used even though the study was based on a region within the country.
The data collected was presented in summary tables in order to compare the situation in different countries, showing the presence or absence of certain elements and revealing similarities and differences. 20 The main limitation of this study was that the same information was not available for all countries. The language barrier was a recurring problem. The regulations and professional articles were only in the original language (not always in English, French or Spanish). For example, in some countries, it was not possible to have direct access to certain legislative documents concerning the regulations for doctors working in schools. These problems were compensated for as much as possible by analysing the contextual elements in as great a depth as possible, taking into account the considerable differences in socio-economic situations and institutions. Another problem was that the professionals interviewed were not a representative sample and so the results must be interpreted with caution.
Results

Assignment of health professionals
The results showed that five countries had health personnel specifically assigned to schools: B, Ch, Dk, F, Pl. Of these five countries, with the exception of Dk, all had some doctors and/or nurses who worked exclusively in schools, although some of them sometimes had activities outside the school environment. The Danish local authorities paid the medical and nursing personnel for providing school health services: these personnel did not work exclusively in schools: they also worked in care centres and provided homecare. In E and Pt, children were monitored by primary care centres that were separate from the schools.
There were three different organizational systems and locations of services:
Medical and nursing personnel appointed as 'school health staff whose activity was not confined to schools' (this was the case in Dk, where such personnel also worked in crèches, kindergartens, special schools and with families). 'Health personnel whose activity was mainly focused on schools.' This was the case in B, Ch, F and Pl (for the case of Pl, where there were school nurses, bearing in mind that there were differences with respect to healthcare provision in the various geographical areas). In this group, the personnel were sometimes physically present in schools (as in F) or in health centres in the community. 'Nurses and doctors working for the local health services', based mainly in primary health centres and working in schools on an ad hoc basis (E, Pt).
Children's health services in each country
The study showed that most countries provided the same type of services for children. The difference was whether the services School health promotion were located mainly within the community or within schools (table 1):
Mainly within the community: This situation applied to E, which did not systematically have specific school health personnel. B, Ch (Jura) and Pt had specific school health personnel in community health services. Dk could be included in this group given that, although there were specific personnel, they did not work exclusively in schools. Mainly within schools: This situation applied to F and sometimes Pl but only as far as school nurses were concerned.
The provision of individual and collective healthcare services was analysed using a health promotion model that incorporates health education, health protection and prevention 17 (table 2) . The following services were provided:
Health screening was carried out in all countries, mainly in health centres but also in schools. Doctors and nurses were the main personnel concerned. Curative care in school was not provided in any country as a main objective. It was provided by local general practitioners (GPs), local health centres or hospitals, as appropriate. However, first aid might be administered by nurses within schools where such personnel were available. Nursing staff were nearly always required to deal with cases of child abuse at some stage. In certain cases, these staff were the first level of care (Ch, E, F, Pl) whereas in other countries they tended to be only the second level (B, Dk). For the provision for pupils with special health needs (this term refers mainly to handicapped children or to children with a health problem who need some type of specific support for integration within a general school setting), the school community was often the first level of attention (Dk, E, Pl, Pt). Health centres were also the first level of care in B and school doctors in F.
Vaccinations were monitored in all countries, in health centres or by family doctors (Dk, E, Pt) and/or by school health personnel (B, Ch, F). Pl did both. The suitability of the school environment (compliance with basic safety rules for buildings, ergonomics of the children's' working environment, hygiene, etc.), was monitored primarily by the school (Dk and Pl) or by school health professionals (B, Ch, F) or by local health centres as in Pt.
In some countries, health education was mainly the responsibility of health professionals (B, Ch, F, Pl). These personnel organized projects and set up links with the educational community in the field of health education.
In other countries (Dk, E, Pt), teachers tended to play a major role in health education, setting up links with health professionals to support their actions or contribute specific medical knowledge. There was strong convergence among interviewees, who pointed out that there was a tendency to focus mainly on specific screening services regarding children's individual health (eyesight, hearing, physical and mental development) rather than on health education and health promotion in general. These individual screening examinations were considered to be necessary but were sometimes not followed up by a more global approach.
The interviews also revealed a number of convergent issues in all countries, as follows:
There was a broad consensus that institutional texts tended to highlight the importance of global health approaches. Although the institutional texts proposed global health approaches, the Belgian, Swiss, Danish and French interviewees considered that there was too much focus on screening activities to the detriment of other activities, such as health promotion. The traditional medical approach remained deep-rooted, even though the institutional texts called for a more global health promoting approach. The presence and quality of links with external national, regional or local organizations were always considered to be strong points. Some interviewees considered that a lack of close links between the education and health systems was associated with the appearance of problems. The interviewees also stressed the difficulties related to dayto-day practice, in particular a lack of financial and human resources. Interviewees in countries where school health was organized at regional or local level stressed the presence of inequalities,related either to the choice of communities (Denmark, Switzerland and Belgium) or investment in local healthcare centre personnel (Spain, Portugal).
Models
The above information was used to define three models for the provision of school health services, reflecting the main trends in the field of health promotion (figure 1).
Community-based (Ch, Dk, E, Pl, Pt): health policy focused on children and adolescents. The emphasis was on the coherence of healthcare provided for young people by health professionals working mainly in the community. Although health professionals did not work inside schools ? indicates no specific data found a: School nurse or doctor can be based within or outside of school b: School staff refers to a specific person from the education system rather than from the health system School health promotion or provide expert advice for the drawing up of health promotion projects, they were well-placed to act as a bridge between actions undertaken by schools and those undertaken at community level. School-based (B, Dk, F): health policy considered schools to be an environment that should improve the health of young people. It aimed to ensure coherence at school level. Health professionals played the role of experts within schools and contributed to health promotion projects in schools. The risk was clearly the potential isolation of schools, operating according to their own policies. In these countries, school guidelines emphasized the need to establish close links,with local health structures in particular. Health needs-focused (Ch). The emphasis was on tackling public health issues affecting children and adolescents in schools. There were no specific health professionals within the school setting but community health professionals might carry out specific tasks for schools, such as screening and liaison with the healthcare system. This made it more difficult for health professionals to contribute to a global health promotion approach aimed at children and adolescents at school.
Some countries used more than one model.
Discussion
There is clear convergence on a European scale when it comes to the implementation of school health promotion strategy. 14, [21] [22] [23] Health and schools have become nondissociable. Although the primary goal of schools is to provide education rather than to contribute to public health policy, they are ideal places for health education and promotion because there is a clear link between health, acquisition of knowledge and academic success. There is a substantial body of evidence showing that academic success and health are related and that schools are ideal places for implementing health education and promotion as well as health risk prevention at an early age. [24] [25] [26] [27] [28] [29] [30] [31] [32] As all children must attend school, schools cover the whole of the school age population. They cover children and adolescents who are going through the most important stages of their physical, emotional and cognitive development. The family may be the most important framework for their development, but schools also have a specific responsibility in terms of ensuring that pupils are in good health and preparing them for their future life as adults and citizens. This study assumed that something could be learned from a comparative analysis and that it would be possible to improve our knowledge of the system in force in a given country by comparing it with systems in other countries and that the knowledge derived from a comparative study could be used as a lever to improve systems. 33 It is not a question of importing measures already set up in other countries that have different cultures and different systems of organization. It is primarily a matter of considering the pertinence of these policies.
The main results of this study illustrate that strategies for improving pupils' health varied considerably. The main differences lay in the provision: the existence or otherwise of a special school health service within the school, the presence or absence of health teams in schools, and the presence or absence of nurses and doctors in schools. Three types of school health provision were identified: community-based, school-based and health needs-focused. These systems were set up on the basis of policy documents. Although the interviews were not representative, they showed that these systems could evolve in practice. For example, the French system is clearly school-based. However, local school priorities can cause a shift towards a health needs-focused approach linked to disease prevention and medical examinations. It is clearly not a question of making a judgement on the value of the policies undertaken by each country but rather of demonstrating the foundation for such policies. This classification is necessarily schematic but it shows the basis of the existing systems. Each of the three approaches had strengths and weaknesses, which varied European Journal of Public Health depending on the general orientation of school health services. The strengths of the school-based approach were the availability of services, the proximity of the population and the close links with the whole school community. Its weakness was a potential lack of links with local health centres and with families. These limitations were less likely to occur in the community-based approach, particularly where health centres had infrastructures specifically dedicated to schoolchildren. In spite of this advantage, in a communitybased approach, it might be difficult for a health system to be integrated within schools and be accepted. For a health needsfocused system, actions might be based on a biomedical rather than a global approach. When analysing these approaches, two sets of questions emerged in particular:
-What role do health professionals play in health promotion for children and adolescents at school? How much of the health professional's activity should be devoted to health promotion in schools? Is it possible to promote school health without specifically appointed health professionals? What are the links between health centres and schools? It is clear that GPs who are called into schools on an ad hoc basis are not in the same position as school doctors to advise the education community on how to deal with health matters. -In those countries with a school health system, the system has to overcome two obstacles. If the state is responsible for the health system, how can it meet its long-term commitment when the number of civil servants is being drastically reduced in European countries? If local authorities are responsible for the services, how can it be ensured that the system provides uniform services in all regions? What type of institutional framework can provide a good-quality service for each pupil, in particular the most vulnerable? The question of the commitment of the responsible authorities does not apply solely to practical issues. In addition, and perhaps above all, it is a matter of culture and policy.
Despite the different approaches, the health services provided for children and adolescents were generally the same in all countries. However, the emphasis on particular aspects varied from country to country, depending on the political and institutional culture as well as on public health priorities. Individual screening was always carried out (either by the local health services or by special health services for children and adolescents and/or by school health services). All countries had health education and promotion strategies but, again, the approaches were very diverse. They were either implemented by a dedicated category of professionals (health personnel or teachers) or considered to be a mission for the educational community as a whole. These services are similar to those provided by the national association of school nurses except for the last: leadership for the provision of health services, screening and referral for health conditions, promoting a healthy school environment, promoting health, leadership role for health policies and programmes, liaison between school personnel, family, community and healthcare providers, direct healthcare to students and staff. 34 As the European Network of Health Promoting Schools states, 'a health promoting school uses its management structures, its internal and external relationships, its teaching and learning styles and its methods of establishing synergy with its social environment to create the means for pupils, teachers and all those involved in everyday school life to take control over and improve their physical and emotional health'. 35 This study showed that there are many different ways in which health services can contribute to school health promotion. The future challenge, for all types of organization, is to encourage the development of links between school professionals and community professionals, irrespective of whether these are health professionals or not, to ensure a global health promoting approach. Developing skills to establish a common culture for health professionals and education professionals within and out of school seems to be a promising line of approach, 36 as well as allowing schools to set up their own programmes tailored to fit the organization and school structure. 10, 37 Funding UNSA (financial support).
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Key points
The provision of health services in schools varies considerably across the countries studied. Despite the different approaches for provision, the health services provided for children are very similar in all countries. There are differences in the status and role of professionals involved in healthcare for children and adolescents in schools. In terms of public health policy, each country should encourage the development of links between school professionals (whether health professionals or not) and community professionals, to ensure global health promotion, whatever the approach to providing the services.
